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Abstract
Chronic osteomyelitis of the mandible is usually a difficult pathology to resolve. Treatment has included long-term antibiotics,
and surgical debridement, aggressive in some cases. This paper reports a 54-year-old female with an eight-month-mandibular
chronic osteomyelitis who was successfully treated with the combination of medication and surgical intervention.
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INTRODUCTION
Osteomyelitis is an inflammatory process -
acute, sub-acute or chronic - which reaches the
medullar spaces and/or the osseous corticals and
might extend from the original place, arising usually
from an odontogenic infection, among others.  The
osseous spaces are usually filled with exudates, which
can lead to pus formation. Chronic osteomyelitis
can be the result of a non-treated acute mild
inflammation or emerge without a precursor. When
osteomyelitis happens in the mandible, it is usually
more diffuse and widespread.1-5
This infection usually affects bones such as
sternum, clavicles, ribs, spinal bones, pelvis, as well
as the peripheral long bones. Involvement of the
mandible alone occurs less frequently. In the
mandible, it can be found as a single lesion or
multiple lesions.6-8
Clinical examination alone is enough to
diagnose chronic mandibular osteomyelitis due to
the progression of this disease. Computed tomography
is the preferred imaging method, since it presents
advantages over conventional methods, such as the
possibility of visualizing soft tissues and multiplanar
reconstruction. Bone scintigraphy can also be used
to detect the initial inflammation, and magnetic
resonance imaging can be used to check for
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medullary and soft tissues modifications with higher
accuracy, without exposing the patient to ionizing
radiations.9
Diagnosis of active chronic osteomyelitis, or
osteomyelitis overlapping other pathologies, is
difficult, and the same applies to the concept of
cure, since there may be prolonged asymptomatic
intervals. Clinical-radiological criteria can be used,
especially with patients who present low probability
of infection, avoiding invasive procedures such as
the scintigraphy, which is, in some cases, non-
conclusive.10
In cases of chronic osteomyelitis, a radiolucent
and circumscribed image can be seen, presenting
central radiopaque sequestra and enlarged
radiopacities of the surrounding bone due to a local
osteogenic reaction.3
Patients who present active chronic
osteomyelitis usually require long-term use of
antibiotic therapy and, in some cases surgical
intervention is indicated.11
Mader, Adams and Morrison12 administered
clindamycin and  cefazolin to rabbits, to treat
induced osteomyelitis caused by Staphylococcus
aureus. It was found that clindamycin was more
effective, presenting higher concentrations in both
infected and healthy tissues. Cancino et al13 in a
retrospective study, found that clindamycin was the
most widely used antibiotic for closed mandibular
fractures in a given oral and maxillofacial surgery
service. The drug was administered to about 60%
of the treated patients.
This bone pathology presents various forms,
depending on the virulence of the infecting
microorganism, the host capacity of effective immune
response and the kind of reaction of the periosteal
and osseous tissues.  Corticotomy can be used as
treatment, and it is not effective, bone resection can
be done as a more radical alternative. However,
the most aggressive treatment mode might imply
complications, such as loss of function, exposure of
the inferior alveolar nerve and later problems
regarding the reconstruction of the affected organ.14
Cohen et al15 successfully used the
combination of antibiotic therapy and surgery when
treating a patient with chronic jaw osteomyelitis.
The authors administered vancomycin, and the
surgical dibridement was performed until the
underlying bone started bleeding. Antibiotic therapy
was administered for one additional month, and
the lesion was cured. Chronic osteomyelitis is usually
treated by the combination of antibiotic therapy
and surgical dibridement of the lesion.16 These
authors believe that removal of the diseased bone
can be problematic because it is difficult to
differentiate it from healthy bone, thus leading to
insufficient or excessive corticotomy. The same
authors treated a patient who had been suffering
from osteomyelitis for 12 years, using intravenous
clindamycin, combined with oral tetracycline.
Tetracycline was used to mark the healthy bone
which was preserved during surgery; the necrosed
bone was completely removed.
Bar et al17 treated a case of mandibular
osteomyelitis caused by Mycobacterium abscessus with
amoxicillin and clavulanic acid and surgery.  As
the later treatment failed, the patient was reoperated
on and the antibiotic was changed to amicacin
associated with clarithromicin and rifampicin and
a successful result was achieved.
Antibiotic therapy alone is not enough for
the treatment of osteomyelitis, since the devitalized
osseous tissue in combination with the capsule of
the surrounding fibrous connective tissue protects
the microorganisms from the drug action. The
surgical treatment must be aggressive and associated
with high doses of antibiotics; some authors believe
that penicillin G is the medication of choice,
followed by clindamycin. The penicillin G
treatment may have to be administered up to six
months.3,4
CASE REPORT
A 54-year-old white female patient reporting
traumatic extraction of the lower anterior teeth
around one year before, followed by construction of
an inferior denture. Her main complaint was pain
and foul-smelling oral discharge for eight months.
A purulent discharge in the region anterior to the
mandibular ridge was present. The gingival mucosa
was reddened, with enlarged volume and pain at
palpation. A radiolucent area in the dental region
of the edentulous alveolar ridge,  with radiopaque
focal areas suggesting bone resorption and
formation of bone sequestra could be seen in the
panoramic radiography (Figure 1-A).
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The patient denied any systemic disease or
allergies. The patient’s blood pressure was 130X80
mmHg.
The preliminary clinical and radiographic
diagnosis was chronic osteomyelitis. The initial
treatment consisted in clindamycin 300mg every 6
hours for 7 days, and ordering culture and
antibiogram of the purulent discharge. When the
patient returned, she reported regression of pain and
regression of the purulent discharge, confirmed by
clinical examination (Figure 1-B). Then, the
surgical procedure to remove the affected tissues was
performed.
After the antisepsis with chlohexidine
gluconate at 2%, an anesthetic blockage of both
inferior alveolar nerves with mepivacaine at 2%
associated with adrenaline (1:100.000) was
performed.  Then, a wide incision was performed
on the inferior alveolar ridge, exposing the lesion,
and the margins of the healthy bone, what was
checked by the different colors of the tissues (Figure
1-C).  The yellowish/brown necrosed osseous tissue
was completely removed by forceps and curets, until
the remaining tissue presented normal color and
started to bleed (Figure 1-D).  It was copiously
washed with saline to remove all remaining
fragments. After the gingival plasty, primary closure
was obtained by nylon 4-0 sutures. The specimen
was sent to histologic examination.
Figure 1: A – Panoramic radiography in the preoperative; B – Intra-oral aspect
after the administration of clyndamicin for 7 days; C – Exposure of
the necrosed osseous tissue; D – Underlying healthy osseous tissue; E –
Three-month clinical follow-up; F – Three-month radiographic follow-
up.
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During the postoperative period, treatment
with clindamycin continued, with the same
posology for 15 days, associated with a non-
steroidal anti-inflammatory for 4 days (loxoprofen
sodium 60 mg) and an analgesic (dipyrone 500
mg) for 2 days, both administered every 6 hours.
On the fifteenth day, the patient was clinically well,
without complaints or side effects, and the suture
was removed. After three months, the patient was
in good clinical condition and signs of the bone
neoformation could be radiographically seen at the
operated site (Figure 1-E; F).
DISCUSSION
This is a case of chronic osteomyelitis
affecting the medullary spaces and the mandibu-
lar osseous corticals. Its origin was odontogenic and
presented with purulent discharge.1-5
According to Reinert, Widlitzek and
Venderink,9 clinical examination alone can be
enough to diagnose mandibular chronic
osteomyelitis. On the other hand, Sapienza et al10
and Resnock and Niwayama11 stated that the
diagnosis of this patholog y is difficult and
radiological examinations have be used, particularly
at the onset of the disease. In this case, because of
the facts reported on the patient’s clinical history
(traumatic teeth extractions, time of the disease)
associated to clinical characteristics of pus presence
and radiographic appearance, provided an easier
and more accurate diagnosis.
The radiographic characteristics of the
osteomyelitis presented are in accordance with those
reported by Neville et al3 i.e., a radiolucent
circumscribed image presenting central bone seques-
tra and enlarged radiopacity in the surrounding
bone. Due to the characteristics of the pathology
and of the clinical history, there was no need for
other examens, as suggested by some authors.9, 10
The protocol used for treating this particu-
lar case was suggested in the literature,3, 4, 11, 15-17
(use of long-term antibiotic therapy associated with
surgical intervention). Clindamycin was the
antibiotic of choice because of its effective action on
osseous tissues such as the mandible.4, 12, 13, 16
A wide incision to remove all the diseased
tissue, as well as an occlusive suture to assure a
primary closure of the surgical wound,4 were
performed to ensure a successful operation.
It was concluded that although mandibular
chronic osteomyelitis is not a frequent pathology,
mainly as a result of innovations in dental techniques
and biosafety, it should be carefully treated so that
a good prognosis associated with treatment success
can be reached.
Intervenção cirúrgica combinada com a terapia antibiótica na osteomielite
mandibular crônica: estudo de caso
Resumo
A osteomielite crônica da mandíbula geralmente apresenta-se como uma patologia de difícil
tratamento, necessitando de terapia antibiótica de longa duração e intervenção cirúrgica, por vezes
agressiva. No presente estudo, relata-se uma paciente do gênero feminino de 54 anos, acometida por
osteomielite crônica da mandíbula há oito meses, que foi tratada com sucesso através da associação
medicamentosa com o tratamento cirúrgico.
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